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W 000 | INITIAL COMMENTS w000

Surveyor: 18888 .
A recentification survey was conducted from April : :
13, 2010 through April 14, 2010. The survey was
"initiated using the fundamental survey process. A
 random sample of two clients was salected from

" 8 population of four male clients with various !
- lavais of mental retardation and disabilities.

. The findings of the survay was based on - o :
E observations at the group home and one day aUcLQ/ ,-ﬁ /; 70 I
! program, Interviews with cllents and staff and the TRICT OF COLUMBIEA
1 review of clinicat and administrative records GOVERNMENT OF THE DIS ™ .

i including Incident reports. DEPARTMENT OF HEAL

g THREGULATION ADMINISTRATION
B e S‘E?IERTH CAMTOL ST., \.E., 2ND FLOOR:

The governing body must exercise general policy, WASHINGTON, D.C. 20002
budget, and operating direction over the facility.

Thia STANDARD is not met as evidenced by:
Surveyor: 18888

Based on observation, interview and record
review, the gnvarming body falled to implement
and ensure it's policy that all controked substance
whare stored under double locks, for one of the
four clients residing in the facility. (Client #1, #2,
#3 and #4)

Ths finding Includes:

Cross Ref. W3s1. On April 13, 2010, at 7:40
a.m., the licensed practical nurse (LPN) was
observed uniocking a file cabinet that had one
lock on it. At 7:55 a.m., the LPN was observed
retrieving Clonazepam from the cabinet and
administering it to Client #2. :

) _ 2\ |
PORSFORY DINECTOR'S OR PROVIERSP PR REFRES 3 7

_ AAALARNAL <7 - ‘ (AP A LA ’4."44. » ()
Ary deficiency siatiemaent encing with an sslesiek (*) denctes a deficincy which the inélitutia may be excused from corecting providing it lg/celsrminéd that
B uubguudnpmvﬁosuﬁdnntmhﬁnntoﬂnuﬁnﬂ.(&ulmm) Except for nursing homes, the findings statad sbove are disclosabls 60 days
following the date of survey whather or not e plan of comection Is provided. For nuraing homes, the above findings and plans of comection are disclossble 14
mmmmmmmm»m.mbmm. 1f deficiencies sre cited, an approved plan of comection is requisiie to continuad

program participation.
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0
Interview with the LPN on April 13, 2010, at medications which are considered controlled Larnsho |
approximataly 8:20 a.m., after the medication medications will be stored undar double jocks,
:gmlﬂi%fm TBV::"'U:;’“'G agency's palicy A separate locked contalner was purchased
icated con substances d placed in the Jocked
(Clonazepam) should be under double and p n the locked medication cabinet.
I
Review of the agency policy on April 14, 2010, at
approximately 8:30 a.m., confirmed the LPN's
| statement.
W 1591 483.430(a) QUALIFIED MENTAL W 159
| RETARDATION PROFESSIONAL
Each client's active freatment program must be
integrated, coordinated and monitored by a
qualkfied mental retardation professional.
This STANDARD 18 not met as evidenced by:
Surveyor: 18888
Based on observation, staff interview and record

vetification, the faclity’s qualified mental
retardation professional (QMRP) falled to ensure
that clients recelved the recommended Gl
evaluation, for one of the two clients included In
the sample. (Client#1)

_ The finding Includes:

! On April 13, 2010, at 7:43 a.m., Client #1 was
observed receiving Ferrous Sulfate 325 mg.
interview with the licensed practical nurse (LPN),
after the medication administration indicated that
the medication was administerad as an iron
supplamant.

Review of Client #1'a medical record on April 13,
2010, beginning at 8:53 a.m., revealsd a

hematology/oncology consult dated June 15,

|
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* review of the client’s medical assessment dated

W 249

Continued From page 2

2008, The consult noted that the client had a

| diagnosis of "severe iron deficiency amenia”, At
that time, the hematclogist recommended that the

client needed a thorough G| evaluation, to

exciude GI blood Icss, as the elivlogy. Further

July 24, 2008, concurred with the hamatologist'
recommendation,

Intarview with the QURP on April 13, 2010, at
8:35 a.m., revealed that Client #1's family
member was active In the clients habllitation and
willing to sign medical consents. Further
Interview indicated that the mother did not want fo
. Bign for the aforementioned procadure.
According to the QMRP, a medical decislon
maker would be explored o have a consent
signed for the thorough GI evaluation,

Al the time of the survey, the QMRP falled fo
ensure that Client #1 received the necessary
consent to obtain a thorough G evaluation, as
recommentded.

483.440(d)(1) PROGRAM IMPLEMENTATION

As soon as the interdisciplinary team has
 formulated & cllent's individua! program plan,
each client must receive a continuous aclive
treatment program consisting of needed
Interventions and services in sufficient number

; and frequency to support the achievemant of the
ozectives identified in the individual program
plan,

This STANDARD is not met as evidenced by:
Surveyor: 18808

[ Based on observation, staff interview and record

W 150

W 249

Cllent #1 s scheduled for a thorough GI
evaluation to exclude Gl blood loss on May 25,
2010. A consent form will not ba required for
the avaluation. .

Il—

[EZH
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review, the qualified mental retardation
professianal (QMRP), failed to ensure continuous
active treatment, for one of the two clients
included in the sample, (Client #1 )

The finding inciudes:

During the entrance conference on April 13, 2010,

beginning at 9:35 a.m., the qualified mental

l retardation professional (QMRP) indicated that
Cliant #1 received ons to one Support services,

The support is provided to decrease the cliant's

behaviors by using, appro

g;'ucadures and assist with activities of daily living

ils.

Observations throughout the survey, on Apiil 13
-14, 2010, revealed Ciient #1 was being physically
assisted with his eating, drinking, and tabietop
activities, interview with the one to ons.support

| staff on Aprii 13, 2010, at approximately 7:00

| p.m., indicated that the client refuses or, most of

| his daily living skills programs,

Review of Client #1's Occupational Therapy
assessment dated August 12, 2009, on April 13,
2010, at approximataly 2:00 P.M.,, revealed a
program abjective which stated, TTthe client] will
apply lotion to his body with stand by assistance
on 80% of the frials recorded pef month.” Revisw
of the individual program plan (iPP) on Aprit 13,
2010, at approximately 2:45 p.-m., ravealed no
evidenca of training programs fo address the
cllent's training needs,

483.440(f1)(1) PROGRAM MONITORING &
CHANGE

| The individuat program pian must be reviswed at

W 249

W 255

The QMRP and House Manager will review
all training programs within the |PP to ansure
that sach objactive addreases Client #1
training neads with appropriate
documentation.

|
|
l I
l
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least by the qualified mental retardation
| professional and revised ag , Inchuding,

| but not fimited to situations |n which the client has
Successfully completad an objective or objectives
identified In the individua) program pian.

|

| This STANDARD s not met as evidenced by:
Surveyor: 18885

Based on observations, staff Interviews and

record review, the facility's qualified menta)

| retardation professional (QMRP) failed to review

| and revise the Individuai Program Plan (IPP}

once the client had successfully complated an

objective identified In the IPP for one of the two

clients in the sampie. (Cllent #2)
The finding Includes:

staff, at 6:50 p.m., indicated thatthe client
Participates In a wazghing program and requires
verbal prompts,

i Review of Cllent#2's IPP dated February 22,
2010, revealed a program objective which stated,

| "Ithe client” wil Improve his independant living

[ skills by being able to wash his clothes with
minimal physical asalstance, three days a week In

| 100% of triais." Review of the dat: sheets, on

| April 14, 2010, at approximataly 11:45 p.m., from
December 2008 through March 2010, revealed

| the client required vertel prompts to Independent

| 100% of the trfals recorded.

ITharewu noevidencotlntmoQMRPrevlsed
, the program (wash his clothes).

W 258

The QMRP wiill ensure all IPP are revised as l 5/31M0 I
needed when the cllent successfully completes )
an objactive. Client #1's IPP will be revised

due to the fact he has accomplished his

objective.

|
|
i
|

l
|
|
|
|
l
1
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482.480(a)(3)(iil) PHYSICIAN SERVICES

i The faciiity must provide or obtain annuat physicai
examinations of each client that at a minimum
includes routine scresning laboratory
axaminations as determined necessary by the
physiclan.

II This STANDARD Is not met as evidenced by:
Surveyor: 18888

| Based on staff Interview and record verification,

| the facllity's nursing staff failed to provide routine

] laboratory testing as determined hacassary by the
I primery care physiclan (PCP), for two of the two

' ;g?nts included in the sample. (Clients #1 and

The findings Include:

1. On April 13, 2010, at 7:43 a.m., Cllent #1 was
observed receiving Tegretol 200 mg. Reviewof
Cilent #1's medical record on April 13, 2010,
beginning at 8:53 am., reveaied phyaician's order
| dated from March 2009, through April 2010, to
cofmplete lal sludies for the foilowing:

| Tegretal levele, Compiets Biood Count (CBC)
with differential, Proiactin levels, and Pistelets
levels every six months. Further review revealed
lzabbgabry studies were completed on July 21,

Intarview with the registered nurse (RN) on April
13, 2010, and Aprit 14, 2010, &t 10:00 a.m., and
12:30 p.m., ly confirmed that the

laboratory studies had not been completed as
l orderad. '

2, Raview of Client #2's medicai record on April
. 14, 2010, beginning at 11:00 a.m., revealsd
I

W 326

The Primary Nurse, QMRP, and House 6M4/10

Manager will review madical racords for Cllant

#2 weeldy to ensure that they receive the |
necessary laboratory testing recommended by |
the primary care physician.

|
|
|
|
|
|
|
|
|
|
|
|
I
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physiclan’s order dated from March 2008, thraugh
April 2010, to complete laboratory study for
prolactin levals avery six months, Further review
I revealed no evidence of prolaciin levels.
Interview with the registered nurse {RN) on April
14, 2010, at 12:30 p.m., confirmed that the
laboratory study had not been completed as
ordered.
W 371 { 483.460(k)(4) DRUG ADMINISTRATION ‘ war The primary care nurse wil completa the i
i The system for drug administration must assure propsr documentatian of self-administration of
] that clients are taught to administer their own medications for Client #1 and Cllant #2, and l
| medications if the |n|ardisdp|um team the self-medication readiness esseasment will
I determines that seif-administration of medications be updated as needed. |
is an appropriate objective, and if the physician
does not spacify otherwise.

This STANDARD s not met as evidenced by
Surveyor: 18888

Basad on observation, staff interview and record
review, the facliity falled to Implemant an effective
Syslem fo ansure each client participated in a
salf-medication program, for two of the two clients
included In the sampie. (Clients #1 and #2)

The findings Inciude:

1. Obsarvation of the morming medication
administration on April 13. 2010, at 7:43 am,,
revealed Client #1 was administered his
medications by the facility's Licensed Practical
Nurse (LPN). The LPN was observed to punch
the client's medications from their bubble packs,
Continued observation revealed the PN mixed
the client's medication with applesauce and
physically spoon fed/administered the client his
rnadications.

i h
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interview with the LPN, after the medication pass,
revealed the ciient did not participate in a
seif-medication training program, Review of the '
record on April 13, 2010, at 2:27 p.m., revealed a
- self medication assessment dated November 26,
2008. The assessment indicated that the client
was assassed at Skill Lave! ll, which required,
“staff assistance/semi-independent” in the area of
self-administration of medication. The
| assessment, however, did not indicate whether or
not slhe was a candidate for self-medication
training.

Review of Client #1's individual Program Pian
(1PP) dated August 4, 2009, on April 13, 2010, at
approximately 3:00 p.m., revealed no program
goal or objective for the client to receive fraining
in self-medication skiils davalopment.

2. Observation of the moming medication
administration on April 13, 2010, at 800 a.m., the
LPN was observed punching Client #2
medcations from tha bubble pack Into a cup,
pouring a cup of water and handing both cups fo
the client. The client consumed the pills and
water independently,

interview with the LPN, after the medication pass,
revealed the client did not pariicipate in a
self-medication training program. Review of the
 record on Aprii 14, 2010, at 1:00 p.m., revealed a
self medication assessment dated November 28,
2008. The assessmant indicated that the client
was assessad at Skill Level il, which required,
"staff assistance/semi-independent” In the ares of
self-administration of medication. The
assessment, however, did not Indicate whether or
i hot he was a candidate for selt-medication
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3015889287

DEPARTMENT OF HEALTH AND HUMAN SERVICES

11:45:12a.m. 05-12-2010 10 /22

PRINTED: 04/2872010
FORM APPROVED
OMB NO.

This STANDARD Is npt met as evidenced by:
Surveyor: 18886

Based on observation, staff Interview and record
verification, the facility failed to implement and
ensure that controlied substances were stored
under doubie locks, for one of the four clients
residing in the facility.

. The finding includas:

On Apdl 13, 2010, at 7:40 a.m., the licensed
practical nurse (LPN) was observed unlocking a
file cabinet that had one lock on it. At 7:55 am,
The LPN was cbserved retrieving C!

from the cabinet and administsring it to Chent #2,

Interview with the LPN on Aprit 13, 2010, at
approximately 8:20 a.m., after the medication
administration revealed the agency's pelicy
Indicated that controlled substances
(Clonazepam) should be stored under double
locks,

Review of the agency policy on April 14, 2010, at
approximately §:30 a.m., confirmed the LPN's

CE S FOR MED! EDI . 1
STATEMENT OF DEFICIENCIES {X2) MULTIPLE CDNSTRUCTION (%) DATE SURVEY
AND PLAN OF CORRECTION COMPLETED
A BUILDING
09G190 iibiing 04114/2010
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Fm; REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
1 DBEFICIENCY)
W 371 Continued From page 8 W 371
training.
Review of Client #2's Indivigual Program Plan
(IPP) dated February 22, 2008, on April 14, 2010,
at approximately 1:30 p.m., revealed no program
: goal or objective forthe client io receive training
in seif-medication skills development, ]
W 381 [ 483.480{)(1) DRUG STORAGE AND W 361
RECORDKEEPING |Cross refarence W104 I ll 41610 |
The facility must store drugs under proper
conditions of security.
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Surveyor: 18888
A licensure survay was conducted from April 13,
2010, through April 14, 2010, A random sample
of two residents was selectad from population
of four male residents with various lavels of
mental retardation and disablliies,
The findings of the survey was based an
observalions at the group home and one day
program, Interviews with residents and etaff and
tha review of clinical and administrative records
including incident reports.
1 080y 3504.1 HOUSEKEEPING 1050
The Interior and exterior of each GHMRP shall be
maintained in a safe, claan, orderly, attractive,

i and sanitary manner and be free of

accumuiations of dirt, rubbish, and abjectionable
adors,

This Statute is not met as evidenced by;
Surveyor: 18886

Based on observation, the Group Home for the
Mentally Retarded (GHMRP) failed to ensure the
interior of the GHMRP was maintained in a clsan,
orderly, attractive, and sanitary manner, for four
of the four residents residing in the faciltty.
{Residents #1, #2, #3 and #4)

The findings include:

An snvironmental inspection conducted on Apei
14, 2010, baginning at 2:30 p.m., revealed the
following:

1. The dining room averhead light fixture had
)

light fixture.

1. Light bulbs will be raplacad in the averhead |

thres of the four bulbs out,

77 A T
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2. The pois and pans stored under the kitchen
cabinets had food debris and grease an the
outsice of them. ,

3. Two pots and/or pans had broken handies on
them.

3504.8 HOUSEKEEPING

Each poison and caustic agent shall be stored in
a lackad cabinet and shall be out of direct reach

; of each resident.

This Statute Is not met as evidenced by:
Surveyor: 18888

Based on observation and interview, the Group
Home for Mentally Retarded Persons {GHMRP)
failed to store palsons and causfic agents in &
locked cabinet andior out of direct reach of each
resident, for four of the four residents residing In
the facllity. (Residents #1, #2, #3 and #4)

The finding includes:

During the environmental walk-thru on April 14,
2010, at beginning at 2:30 p.m., caustic

(L.e., spray cleaner and bathroom cisaners) were
observed being stored in an upstairs closet. The
unsecured caustic agents were confirmed with
the qualified mental retardation professional

‘| (QMRP) on the same day, during the

envimnmental walk-thry.

3507.2 POLICIES AND PROCEDURES
The manual shall be approved by the govaming

| body of the GHMRP and shall be reviewed at

1080

1181

2. Pots and pans will be thoroughly washed I

and cleaned daily, QMRP/ Manager will
Inspect weekly.

3. New pots and pans will be purchased to

replaca ones with broken handles.

JThe QMRP and House Maneger will check 414/10 i

delly to enaura that all caustic agents are
|stored in & locked cablinet at all times.

|
Health Ragulation Administration
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The QMRP will send the Policy and Procedures
least annually. Manual to the Main Office to be reviewad and
signed by tha Program Director annuaily.

This Statute I8 not met as evidenced by:
Surveyor: 18886
Based on interview and record review, the

policies and procedures annually,
The finding includes;

Interview with the qualified mental retardation
professionai (QMRP) and review of the policy and
procedures manual on Aprl 13, 2010, at 1:00
P.m., failed to provide svidenca that the policy
manual had been reviewed and approved by the
governing body as required, since August 28,

2008.
3608.5(c) ADMINISTRATIVE SUPPORT 1188 |— Frogram Direciorwil ravies GV

ch sh QOrganization Chart to Include categories end
ﬂE'Iaat shet)w?h': ibm:;? an organhaﬁ?n chart "the number of supportive and direct care staff.

{c) The categories and numbers of supportive

This Statuta Is not met as avidenced by:
Surveyor; 18888

Based on raview of the policy and procedures
manual, the Group Homs for the Mentally
Retarded Persons (GHMRP) faled to provide an
organizational chart depicting cagories and
numbers of supportive and direct care stafl.

The finding includes:

Review of the GHMRP's administrative records
on Aprfl 13, 2010, begining at 1:00 PM, revaaled

Health Reguiaton Administrabon

STATE FORM - X401 ¥ continuation sheat 3 of 10
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l Each employes, prior to empiloyment and

annually thereafter, shali provide a physician ' s

! cartification that a health inventory has baen

performed and that the emplaoyee * s health statua

m allow him or her to perform the required
uties.

This Statute is not met as avidenced by:
Surveyor: 18888
Based on interview and record revisw, the Group
Home for the Mentally Retarded Persons
(GHMRP) falled to ensure each staff and
consultant had a current heaith certificate, for
five of the tan staff, two of the saven nurses and
one of the eleven consuitants.

The finding includes:

Interview with the quatified mental retardation
professionai (QMRP) and review of the parsonnel
records on April 14, 2010, beginning at
approximately 2:30 p.m., revealed the GHMRP
falled o provide evidence that current health
certificates were on file, for five of the ten staff
(Staft #1, #2, #3, #5 and #7), two of the seven
nurses (nurse #1, #2, #3, #4 and #5) and one of
the elsven consuitants (occupational therapist).

1227 3510.5(d) STAFF TRAINING

1227

FORM APPROVED
Health
STATEMENT OF DEFICIENCIES ROVIDER/BUPPLIER/CLIA UCTID
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FUuLL REFIX H CORRECTIVE ACTION BHOULD BE COMPLETE
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1188/ Continued From page 3 1186
[ that the organization chart failed to list the
. categories and numbers of supportive and direct
| care staff.
) 208] 3508.6 PERSONNEL POLICIES 1208 The QMRP and House Manager will request

current health cerfificates from diract care
aids, nursing staff, and consultants. Personne!
records will be reviewed quartery for current
heaith certificates,
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Continued From page 4
Each training program shail include, but not be

. limited to, the following:

(d) Emergency procedures inciuding first ai,
cardiopulmonary resuscltation (OPR), the
Heimiich maneuver, disaster plans and fire
evacuation plans;

This Statute s not met as evidenced by:
Surveyor: 18888

Based on record review, the Group Home for
Mentally Retarded Persons (GHMRP) falled to
have on fils for review, current fralning in
cardiopulmonary resuscitation (CPR), for two of
the tan staff and one of the seven nurses, and
current training In first ald, for three of the ten
staff and five of the seven nurses.

The finding includes;

Review of the personne! and tralning records on
April 14, 2010, beginning at 2:30 p,m., revealed
the GHMRP failed to provide documentation of
staff raining In CPR, for two of the ten staff (Staff
#4 and #5) and one of the seven nurses (Nurse
#2), and current training in first aid, for thres of
the ten staff (Staff #2, #3, and #4) and five of the
saven nurses (Nurse #1, #2, #3, #4 and #5),

3521.3 HABILITATION AND TRAINING

Each GHMRP shall provide habilitation, training
and assistance to residents In accordance with
the resident’ s Individual Habilitation Plan.

This Statute is not met as evidenced by;
Surveyor; 18888

Based on cbservation, Interview and record
review, the Group Home for the Mentally

2r

The QMRP and House Manager will request
that all direct care alds and nursing staff

working within tha group home have current ’
CPR and firs aid training.

Health Fogoia

tion Administration
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Continued From page §

Retarded Persons (GHMRP) falled to ansure
habilitation, training and assistance were
provided to its residents In accordance with their
Individuai Habiiitation Pian(s), for one of the two
residents Included in the sample. (Resident #1)

The finding includes:

During the entrance confarence on April 13,
2010, beginning at 8:35 a.m., the qualified mental
retardation professiona! (QMRP) indicated that
Resldent #1 received one to one support
services. The support was provided to decrease
the resident's behaviors by using,
appropriate/positive procedures and assist with
activities of daily living skiils,

Observations throughout the survey, on April 13
-14, 2010, revealad Resident#1 was being
physically assisted with his ealing, drinking and -
! table top activities. Interview with the one to one
Support staff on April 13, 2010, at approximately
7:00 p.m., indicated that the resident refused on
most of his daily bving skills programs.

Review of Resident #1's Occupational Therapy
agsessment dated August 12, 2008, on April 13,
2010, at approximetely 2:00 p.m., revealed a
program objective which stated, "ithe resident]
will apply lotion to his bady with stand by
assistance an 80% of the trials recorded per
month,” Review of the Individual program plan
(IPP) on April 13, 2010, at approximately 2:45
p.m., revealed no evidence of tralning programs
to address the rasident’s training needs.

3621.5(a) HABILITATION AND TRAINING
GHMRP shall make modifications to the

1 422

1424

Cross rafersnce W2485

5/3110

Each
I resident ' s program at jeast every six (8) months
ith ton
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Continued From page 8
or when the client:

. () Has successfully compieted an objective or |
gilgeeﬁves identified in the Individual Hablitation
n;

This Statute is nol met as evidenced by:
Surveyor. 188686

Based on staff interviews and record review, the
Group Home for the Mentally Retarded Persons
(GHMRP's) Qualified Mental Retardation
Professional (QMRP) failed to review and revise
the Individual Program Plan (IPP) once the
residen| had successfully completad an objective
identified in the PP, for one of the two residents
inciuded in the sampie. (Resident #2)

The finding includes:

Observations on April 13, 2010, at 8:30 p.m.,
direct care statff was observed canrying a {aundry
basket to Resident #2's bedroom. Interview with
the staff, at 8:50 p.m., indicated that the resident
participates in a washing program and requires
verbal prompls.

Review of Residant #2's IPP dated February 22,
2010, revealed a program objective which stated,
“fthe resideni]” will improve his independent Fving
skills by being able to wash his clothes with
minimal physical assistance, three days a week in
: 100% of trials." Review of the data sheets, on
April 14, 2010, at approximatsly 11:46 p.m., from
December 2000 through March 2010, revealed
the resident required verbal prompts to
independent 100% of the tals recorded.

There was no evidence that the QMRP revised
the program (wash his clothes).

424

'E:russ referenca W265 | 5/31/10 I
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Continued From page 7
3521.7(f) HABILITATION AND TRAINING

The habliitation and truining of residents by the
GHMRP shall include, when appropriate, but not
be limited to, tha following areas:

{f) Health care (Including skills related to nutrition,
use and self-administration of medicatlon, first
ald, care and use of prosthetic and orthotic
devices, preventive health care, and safaty);

This Statute Is not met as evidenced by
Surveyor: 18886

Based on observations, interviews and the review
of records, the Group Home for Mentally
Retarded Parsons (GHMRP) falled to Implement
an effective syslem to ensure that each resident
participated In a seif-medication training program,
for two of the two residents in the sample.
{Residents #1 and #2)

! The findings Include:

1. Observation of the moming medication
administration on April 13. 2010, at 7:43 a.m.,
revealed Realdent #1 was administered his
medications by the facillly's Licsnsed Practical
Nurse (LPN). The LPN was observed to punch
the residents medications from their bubble
packs. Continued observation revealed the LPN
mixed the resident's medication with applesatice
and physically spoon fed/administersd the cliant
his medications. ,

Interview with the LPN, after the med|cation pass,
revealed that Resident#1 did not participate In a
seif-medication training program. Review of the
record on April 13, 2010, at 2:27 p.m., reveaied a
self medication assessment dated November 26,
2009. The assessmert indicated that the

I
|

438
436

Gross referance W371

I’l 514110 |
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| 43#l 3521.7(f) HABILITATION AND TRAINING

i The habliitation and training of residents by the
GHMRP shall inciude, when appropriate, but not
be limited to, the following areas:

() Health care (including skills related to nutriion,
use and sal-administration of medication, first
ald, care and use of prosthetic and orthotic
devices, preventive heakh care, and safety);

This Statute is not met as evidenced by:
Surveyor: 18888

Based on observations, interviews and the review
of racards, the Group Home for Mentally
Retarded Persons (GHMRP) failed to implement
an effective system to ensure that each resident

. participated in a seff-medication training program,
for two of the two residents in the sample.
(Residente #1 and #2)

The findings include:

1. Observation of the moming medication
administration on April 13. 2010, at 7:43 a.m.,
revealed Resident #1 was administerad his
medications by the facility's Licensad Practical
Nurse (LPN). The LPN was abserved to punch
the resident’s medications from their bubble
packs. Continued observation revealed the LPN
mixed the resident's medication with applesauce
and physically spoon fed/administered the client
his medications. )

interview with the LPN, after the medication pass,
revealed that Resident #1 did not participate in a

self-medication tralning program. Review of the

record an Aprll 13, 2010, at 2:27 p.m,, revealed a
i self medication assessment dated November 28,
| 2009. The assessment indicated that the

1438
1436

|
!
|
|
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Continued From page 8 i

resident was assessed at Skifl Level i1, which
required, "staff assistance/semi-independent” In
the area of self-administration of medication. Tha
assessment, however, did not indicate whether or
no: slha was & candidate for sel-medication
training,

Review of Resident #1's individua! Program Plan
(IPP) dated August 4, 2009, on April 13, 2010, at
approximately 3:00 p.m., reveaied no program
goal or objective for the resident to receive
tralning in seif-medication skills development.

2. Observation of the moming medication
administration on April 13. 2010, at 8:00 a.m., the
LPN was observad punching Resident #2
medications from the bubbla pack, pouring a cup
of water and handing both cups to the resident .
The resident consumed the pilis and water
independently,

Interview with the LPN, after the medication pass,
ravealed that Resident #2 did not participata in a
self-medication tralning program. Review of the
record on April 14, 2010, at 1:00 p.m., revealed a
self medication assassment dated November 28,
2009. The assessmenl indicated that the
resident was assessed at Skill Level i, which
required, "staff assistance/semi-indepandent” in
the area of self-administration of madication. The
assessment, however, did not indicate whether or
not he was a candidate for seif-madication
training.

Reviaw of Res!dent #2's Individual Program Plan
(IPP) dated February 22, 2008, on April 14, 2010,
8t approximataly 1:30 p.m., revealed no program
goal or objective for the resident to receive
training In seif-medication skills development.

438
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Continued From page 8
3622.11 MEDICATIONS

Each GHMRP shall promptly destray prescribed
medication that {s discontinued by the physician
or has reached the expiration date, orhasa
worn, illegible, or missing label.

This Statute is not met as evidenced by:
Surveyor: 18888

Based on observation and record review, the
Group Home for Mantaly Retarded Persons
{(GHMRP) nurse falled 1o remove from use, out
dated medications and medications with a wom
label, for one of four residents Tesiding in the

facility. (Resldent #3)
The finding includes:;

On April 14, 2010, beginning at 2:30 p.m., during
an environmental inspeotion, a tube of Tretinoin
cream was observed on Resident#3's
nightstand. The label on the tube had an
expiration date of August 2008. Further
absarvation ravealed a tube of Tratinoin cream
was In Client #3's nightstand. The label on the
tube was wom and could nat be read, The
qualified mental retardation professional (QMRP),
at that ime of the Inspection, reviewed the label
and confirmed that the medications had expired
and had a worn label. The QMRP then notified
the registered nurse..

At the time of the survey, there was no evidence
that the facllity's nursing staff ensured that
expired medications were removed from the
residents’ supplies after the expiration date and

when the label wera wom.

| 484
1484

The Primary Care Nurse, QMRP, and House
Manager will check all topical medications
waekly to ensure that they are not out-dated
and the labels are leghle.
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